Background: Describes clinical aspects of patients with chromoblastomycosis treated at the dermatology department of the Para State University. The present study aimed to describe clinical and therapeutic aspects of patients with chromoblastomycosis treated at the dermatology department of Para State University.
Introduction
Chromoblastomycosis or chromomycosis is a fungal, chronic, polymorphic infection of the cutaneous and subcutaneous tissues caused 2 by various species of dematiaceous fungi, histologically shown as sclerotic, brownish or fumagoid bodies [1] . The most frequently isolated organisms are Fonsecaea pedrosoi, Phialophora verrucosa, Cladosporium carrioni and more rarely Rhinocladiella aquaspersa [2] .
In nature, these agents live decomposing a organic matter of soil substrates, plant remains, contaminated water, among others. The frequent contact between man and enviromeent facilitates the appearing of this fungal infection [3] .
The presence of a papular lesion of erythematous and desquamative surface is initially observed at the site of implantation of CBM agents and may gradually increase in size. Afterwards, a remarkable clinical polymorphism is usually observed, having lesions with the folowing aspects: nodular, verrucous, plaque (infiltrative), tumoral and scarring [4] .
The symptomatology commonly described by patients includes the sensation of pain and pruritus (tingling) [3] , usually affecting the lower limbs unilaterally [5] . Originally described in 1914 by Pedroso and Gomes in São Paulo, chromomycosis has a worldwide distribution, being more prevalent in tropical and subtropical countries, notably in Brazil, Mexico, Cuba and the Dominican Republic. Climatic conditions associated with underdeveloped regions contribute to maintaining endemic areas well characterized [6] . This study aims to describe demographic and clinical aspects of chromoblastomycosis patients treated at the dermatology department of the Para State University.
Methods
Twelve patients diagnosed between 2007 to 2017 with chromoblastomycosis, were interviewed at the Dermatology departament of Para State University. Iniatilly, the diagnose was based in the clinical examination, but it was later confirmed with histopatological examination and direct mycological examination. A clinical interview and a dermatological protocole were applied, containing variables as: residence, occupation, lesion aspect, severity, and evolution. The patients signed an Informed Consent Term (TCLE), and those who were unable to attend in person or be legally represented, the face-to-face interview was replaced for the patients form and a Term of Consent for Data Use was applied.
The clinical classification was made based on clinical criteria described and proposed by Carrión in 1950 [7] (Table 1) . Whenever there was more than one type of clinical appearance in the same lesion, the predominant one was considered. The classification of lesions according to Queiroz-Telles [8] , was also considered, graduating lesions according to their time and severity and dividing them into Light, Moderate and Severe (Table 2) .
Results
After the data analysis, the presented sample was composed mostly of rural residents (75%), farmers (66.7%), with vegetative verrucous lesion (66.7%), classified in the moderate severity category (50%). And when it comes about the disease evolution time its was found a tie between two distinct groups: less than 5 years (33.3%) and between 6 and 10 years (33.3%).
Discussion
Regarding the origin of these patients (Table 3) , in individual values, the city of Belém was the one that had more patients (3 patients), Tailandia had 2 patients and the other localities 1 patient each. Belém, the capital, urban district and biggest city in the state, may have present the highest number of cases because the clinic is located in this city, which facilitates the search for care. When analyzed in "rural vs. urban" environments, it's possible to notice that the rural population had a total of 9 patients, while the urban one had only 3 patients, reinforcing the important factor that the rural environment represents in the exposure to the development of the disease [6] . Regarding the occupations (Table 4) , the most affected patients were those with occupancy related to frequent soil management, with farmers being the most prevalent, representing 8 patients. 2 patients declared themselves retired and 1 patient declared him as a trader, but all three had previous history of soil manipulation, there is also a patient who declared himself unemployed, who was homeless and garbage collector and also with a history of trauma. Such an occupational profile can be justified by the fact that the fungus that causes the disease can be found in nature in plants and on land and is introduced into the body through traumas or injuries [3] , however this traumatic cutaneous injury is often not remembered or perceived by the patient [9] . Therefore, the present study demonstrated that most patients with chromoblastomycosis have or had constant contact with the soil, coming in line with the already established profile of the disease in literature [10] . Regarding the lesion's aspect (Table 5), the clinical classification adopted was based on the criteria described and proposed by Carrión [7] . Whenever there was more than one type of clinical aspect in the same lesion, it was considered the predominant one. In the present study there were no representats of nodular and tumoral type. The verrucous type, however, was the dominant one, with 8 patients, representing almost 70% of the sample. The infiltrative spectrum and the atrophic aspect had 2 representatives each. This information agrees with a study conducted by Pires [11] , with 65 chromoblastomycosis's patients from Eastern Amazonia, showing more than 55% of the patients presenting verruciform lesions. This finding is in agreement with several publications in the literature, as, for example, the studies of Matte [12] , Minotto [13] and Silva [14] , disagrees with some studies, such as the one conducted in Mexico by Bonifaz [15] , that reported a predominance of nodular lesions.
Regarding the lesions's classification (Table 6 ), the graduation of Queiroz-Telles was considered [8] . The majority of patients were classified as moderate, totalizing 6 patients. Disagreeing with the study by Mouchalouat [16] , which showed that most cases were classified as severe. This disagreement may be due to the fact that the work by Mouchalouat [16] , had a larger sample, besides, half of the patients had more than 10 years of disease evolution, which differs from the situation of this present study. Regarding the duration of the disease (Table  7) , the delay in diagnosis may be caused due to the fact that chromoblastomycosis has an insidious evolution, which initially may only be asymptomatic lesions that generally do not interfere with the patient's activity, but with time, the itching becomes the predominant symptom of the disease and may be accompanied by local pain. Because it is very itchy, the hypothesis presumes that the spread of the disease to other sites of the skin usually occurs by autoinoculation and/or contiguous lymphatic dissemination [17] . The patients were divided into groups according to their reports and it was observed that there is a big variety of evolution time, from patients with a time of evolution of less than 5 years, to patients with 30 years of evolution. This result is in agreement with the data obtained by Mouchalouat [16] who verified a disease time variable between 8 months and 32 years, which can be attributed to the insidious, chronic and initially asymptomatic nature of the disease. Regarding the disease evolution time, in this present study, it was found a tie between two distinct groups: less than 5 years (33.3%) and between 6 and 10 years (33.3%) of evolution.
Conclusion
The profile of the studied population showed, above all, farmers, from rural zones, classified in the moderate severity category, with vegetative verrucous lesions. Concerning the disease evolution time it's was found a tie between two distinct groups: less than 5 years and between 6 and 10 years.
